Transpapillary biliary stent placement with endoscopic retrograde cholangiopancreatography (ERCP) has been the initial treatment choice for the resolution of malignant extrahepatic bile duct obstruction. 1 Endoscopic retrograde biliary drainage (ERBD) has advantages over percutaneous transhepatic biliary drainage in terms of physiology, patient comfort, maintenance of enterohepatic bile circulation, and having no external indwelling catheter requirement. However, ERBD has some drawbacks, including procedure-related pancreatitis and cholecystitis, which results from mechanical obstruction of the ampulla of Vater, pancreatic sphincter, or opening of the cystic duct by a biliary stent; hydrostatic injury caused by contrast dye injection; and chemical or allergic injury from the contrast dye. 2 To prevent procedure-related pancreatitis and cholecystitis, knowledge and prevention of risk factors associated with these adverse events are important.
Transpapillary biliary stent placement with endoscopic retrograde cholangiopancreatography (ERCP) has been the initial treatment choice for the resolution of malignant extrahepatic bile duct obstruction. 1 Endoscopic retrograde biliary drainage (ERBD) has advantages over percutaneous transhepatic biliary drainage in terms of physiology, patient comfort, maintenance of enterohepatic bile circulation, and having no external indwelling catheter requirement. However, ERBD has some drawbacks, including procedure-related pancreatitis and cholecystitis, which results from mechanical obstruction of the ampulla of Vater, pancreatic sphincter, or opening of the cystic duct by a biliary stent; hydrostatic injury caused by contrast dye injection; and chemical or allergic injury from the contrast dye. 2 To prevent procedure-related pancreatitis and cholecystitis, knowledge and prevention of risk factors associated with these adverse events are important.
Kim et al. 3 retrospectively analyzed risk factors for the aforementioned adverse events in 375 patients with unresectable extrahepatic malignant biliary obstruction. In this study, the incidence rates of procedure-related pancreatitis and cholecystitis were 26% and 8%, respectively. Contrast dye injection in the pancreatic duct and metal stent placement were risk factors for post-ERBD pancreatitis, whereas histories of biliary drainage and plastic stent placement were protective factors for post-ERBD pancreatitis. In a previous study, contrast dye injection in the gallbladder and cystic duct invasion of the tumor are were factors for post-ERBD cholecystitis. It is interesting how the risk of cholecystitis, a well-known risk factor for post-ERBD cholecystitis, did not increase after metal stent insertion in this study. 4 Selection bias may have influenced the results. In this study, ERCP was performed only by highly experienced operators who tend not to insert a metal stent when it can hinder biliary flow at the cystic duct orifice. However, the incidence of pancreatitis in the present study was higher than that reported in previous studies. The authors explained that the high incidence of pancreatitis was due to the routine check of serum amylase and lipase levels on the next day after ERCP. In addition to the above-mentioned reason, the incidence of pancreatitis might increase during selective cannulation of ERCP because the authors' hospital is a training institution where trainees are involved in initial cannulation. Unfortunately, in this study, the important technique-related factors for ERCP were missing from the analysis, including pancreatic sphincterotomy, difficult cannulation, and pancreatic deep wire cannulation. 5 Some patient-related factors associated with adverse events of ERBD cannot be corrected; however, procedure-related factors can be manipulated by operators. The contrast agent should be carefully injected to avoid opacification of the pancreatic duct or gallbladder. Biliary metal stents may be carefully selected in patients with a high risk of post-ERCP pancreatitis or cholecystitis, such as younger and female patients and those with suspected sphincter of Oddi dysfunction and cystic duct invasion of the tumor. 6, 7 In the high-risk group of post-ERCP pancreatitis, prophylactic pancreatic stenting before or after biliary metal stent placement may be useful.
In this study, 42% of the patients with pancreatic cancer developed pancreatitis after ERBD, similar to the rate observed in controls. ERCP or ERBD does not increase the risk of post-procedure pancreatitis in patients with pancreatic cancer because the contrast dye cannot be injected across the stricture site of the pancreatic duct due to too tight stenosis. The authors did not mention the discrepancies between their results and those of previous studies. They also did not comment why cholangiocarcinoma was more frequent in the cholecystitis group (50%) than in the non-cholecystitis group (18%). This may be owing to the more frequent tumor involvement of the cystic duct orifice in cholangiocarcinoma. Although ERBD is the established modality for palliation of malignant biliary obstruction, it still carries risks of severe adverse events, including pancreatitis and cholecystitis. To overcome these risks, the operator must be aware of the risk factors and carefully perform ERBD.
